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INTRODUCTION 


How can we best deploy the usually scarce mental health re- 
sources to provide optimal psychosocial support to the pediatric 
cancer patients and their families? This is a persistent question 
that is asked of us by social workers from other centers, and that 
we ourselves must grapple with at Memorial. We are currently de- 
fining ways of tracking the illness and its treatment, including 
psychosocial interventions, in order to determine those points of 
social and emotional stress at which patients and families require 
special help to enhance optimal coping. 


In a previous paper, nine of these crisis points were described 
(Christ, 1982). These were identified through our clinical exper- 
ience and research as points during which patients and families 
confront special stresses. -Koocher and O'Malley (1981) described 
many similarities with these nine crisis points in their data from 
long term survivors. 


In this presentation, we would like to expand the information 
generated about eight of these crisis points in two areas through: 


(1) the development of a framework for deployment of staff in 
relation to the patient and/or family's degree of social 
and emotional vulnerability and; 

(2) the identification of specific interventions and techniques 
at each of the identified stress points. 
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110 SECTION V 
PSYCHOPATHOLOGICAL CONTINUUM 


The interventions and techniques used with different patients 
and families are similar in relation to the nature of the stress, 
but differ in frequency, intensity, and kind, depending on whether 
the patient and/or family are psychologically normal, vulnerable, 
or psychopathological. We have found it helpful to divide families 
into three categories of psychosocial vulnerability: (1) those with 
previous or current severe psychopathology (about 5% at Memorial 
Sloan-Kettering Cancer Center); (2) those with some degree of social 
or psychological vulnerability (over 50%), and; (3) those considered 
normal. 


The normal or even vulnerable patient responds much more rapidly 
to fewer interventions, and demonstrates a capacity to assimilate 
and generalize insights gained through these interventions to other 
situations or stress points in the illness (Christ, 1982). This is 
in marked contrast to the pace of change relative to the number of 
interventions in the psychopathological cancer patient. Many years 
of experience working in psychiatric clinics and in mental hospitals 
gave me a perspective on the profound distinction in the response of 
the severely stressed normal, even vulnerable, and the response of 
the psychopathological to a very few sessions. 


SEVERE PSYCHOPATHOLOGY 


A. Psychosis 


The patient or family member with a history of psychotic psycho- 
pathology prior to the cancer diagnosis should be identified during 
the initial evaluation process. Professionals in a medical setting 
are reluctant to inquire about previous psychiatric hospitalization 
or counselling. However, it can and must be done in a routine and 
matter of fact way. It is more likely that severe psychopathology 
will be overlooked in the parents or siblings rather than in the 
patient. 


Why is this early identification necessary? The psychotic 
patient or family member is prone to misinterpret information and 
to respond in stereotyped, idiosyncratic, less flexible ways to 
stressful situations. If treatment for their psychotic condition 
is not current, they might need to be encouraged to resume contact 
with their previous therapist. With the patient or family member 
who has had psychotic episodes in the past and may now be in re- 
mission, the staff should be prepared for the possibility of a re- 
currence of this behavior under stress. A clear plan of how they 
should respond should be generated, and should include such factors 
as identifying responsible family members to contact, knowing where 
the person could be committed if necessary, who would take responsi- 


